T omorrow evolves out of today.
Closely monitoring what is happening today helps project what tomorrow will be like. By examining the major social, economic, and political forces affecting health care in this country, one can project how these forces may impact the role of nurses. Trying to identify the road ahead is difficult, but it is a challenge that must be undertaken. As professionals, occupational health nurses must chart their own course rather than have it determined by others.
CHANGING DEMOGRAPHICS
The most predictable and powerful force affecting health care delivery and professionals' roles is our changing demographics, popularly termed "the greying of America."
The U.S. Census Bureau reports that the older population has been increasing much faster than the: rest of the population (U.S. Senate Special Committee, 1989) . In the last two decades the 65 + population grew twice as fast as the rest of the nation. In 1900,4% of the population was age 65 and over. In 1980 this number had increased to 11.3%. By 2050 it is projected to reach 21.7%. This growth is astounding. Between 1982 and 2050 the total U.S. population is expected to increase by 33% while the 55+ group is expected to increase by 113%.
As professionals, occupational health nurses must chart their own course rather than have it determined by others.
"Ba by boomers" (those born between 1946 and 1964) are making their impact on society as they grow older. Dychtwald (1985) likens the impact to a pig passing through a python. Industry flourishes around the boomers' needs, from the diaper business to the current increased demand for cosmetic procedures such as liposuction, breast implants, and face lifts. As the baby boomers age, they will be a powerful force: healthier, better educated, more politically savvy, and more economically secure than any previous generation.
The U.S. population is also living longer. Life expectancy has reached its highest level ever; 74.9 years for the general population (U.S. Census Bureau, 1989) . Female life expectancy will increase from 78.3 years in 1981 to 81.3 in the year 2005; for men, 70.7 in 1981 to 73.3 in 2005.
CHANGING HEALTH CARE
NEEDS More than ever before, Americans are well informed about their bodies: how to stay healthy, the nature of disease, and its prevention. The death rates from atherosclerosis, ischemic heart disease, and stroke are decreasing, while hypertensive heart disease and the incidence of cancer, especially lung cancer among older women, is on the rise (U.S. Census Bureau, 1989) . The elderly have more chronic diseases such as cardiovascular disease, arthritis, and diabetes, and they will be the group most in need of health care services. The focus will be care, not cure.
Historically the primary causes of illness and death in this country were natural disasters, infant mortality, and acute infectious diseases such as small pox, typhoid fever, influenza, cholera, and tuberculosis. Today, the enemies are diseases of lifestyle such as atherosclerosis, cancer, diabetes, emphysema, and cirrhosis. While they are more health conscious, Americans still tend to eat and drink too much and exercise too little (Dychtwald, 1985) .
The workplace is an ideal setting for health screening, health promotion, education, and follow-up care for chronic diseases. Occupational health nurses can screen for and follow up such problems as hypertension, diabetes, various types of cancer, and emotional problems such as depression. They can counsel workers dealing with developmental tasks or crises, such as divorce, remarriage, children leaving home, and women entering the workforce. Workers need assistance with smoking cessation, substance abuse, and managing stress in an increasingly complex environment. Attention should be given to improving work health and safety.
The corporation benefits from a more healthy, involved, productive work force. Health promotion and education efforts await nurses who can identify workers' needs, conceptualize, develop, and plan appropriate programs, and obtain managerial support for implementation.
COST CONTAINMENT
It is ironic that as the life span lengthens, chronic disease increases, and the need for health care escalates, unprecedented efforts are being made to curb costs. The government has implemented measures which reward short term episodic care in the face of an aging population with chronic diseases that require a comprehensive, long term approach (Moccia, 1984) .
The single, most important action to contain costs was taken by the federal government with the reimbursement mechanism for Medicare implemented in October 1983. Reimbursement based on diagnostic related groups (DRGs), has revolutionized the health delivery system and the role of professionals in it. Medicare set the precedent; private insurance companies have followed.
Private sector third party payers have accepted the DRG categories and have individually established their own base fees for reimbursement. These base fees vary among the third party payers as each negotiates the terms of its contract with the health care agency. What has been the impact of DRGs? Hospitalized persons are sicker, require more care, Health promotion and education efforts await nurses who can identify workers' needs,· conceptualize, develop, and plan appropriate programs, and obtain managerial support.
and stay for a shorter period of time (Aiken, 1988) . Despite cost cutting efforts, health care costs will not be contained.
Costs are projected to increase from $387 billion in 1984 to $660 billion in 1990, to almost $2 trillion, or 14% of the GNP by 2000 (Blendon, 1986) .
How will this affect nursing care? It does not take much business sense to realize that the amount charged for a service will affect the type and quality of service that can be offered. Less money coming in will affect quality, resulting in a greater emphasis on the best case-mix of clients to cover losses and maximize productivity. Clients discharged early will return home and to the workforce where they will need continued monitoring.
Two issues are important for occupational health nurses to examine in this cost containment environment: the expanded role of nurses and third party reimbursement for nurses.
Expanded Nursing Role
Numerous sources (Fagin, 1982; Jacox, 1987; McCloskey, 1987; Runyan, 1975) have demonstrated that nurses can provide care comparable in quality to physician care at lower total costs. Many health care needs, especially chronic diseases, simply do not require the clinical expertise of a physician. Nurse practitioners have proven their worth in providing the follow up and maintenance care needed by persons with chronic diseases.
A survey of public attitudes revealed that 63% of the public cross section, 59% of hospital administrators, and 73% of union leaders favored a system which encourages the use of nurse practitioners and midwives rather than physicians. Not surprisingly, 75% of physicians considered such a change unacceptable (Harris & Associates, 1983) . Nurse practitioners are currently most widely utilized by health maintenance organizations (Roncoli, 1986) . Predictions vary about whether they will be more widely used in the future. Some say "yes, " cost containment will demand it. Others say "no," because of the predicted oversupply of physicians. These physicians will need work too, and they will carve their practice domain from the practices of other professionals. The delivery of health care is political and nurses must become players in the political arena.
Third Party Reimbursement for Nurses
When Medicare began in 1965, the economy was growing. Through the reimbursement mechanism, high cost providers and high cost services were encouraged, because payers refused to reimburse for similar services provided by alternative professionals. It simply did not pay the health care delivery system to keep clients well. Medicare became a plan to ensure physician reimbursement rather than a system to provide needed health services to the elderly (Gunn, 1986) .
Can nursing participate in thirdparty reimbursement? While we are documenting nursing interventions and costs to provide the necessary data base for third party reimbursement, the answer is mixed. Some maintain that costs will be lower because many high quality health care services can be provided more economically by non-physician providers. Others, particularly government officials, fear that increasing the number of providers will simply escalate costs. The real push for third party reimbursement for nurses may come from the health insurance industry itself when it is confronted with paying for the needs of an aging population (Fagin, 1986) .
Anticompetitive practices may be disguised as quality concerns (Gunn, 1986; Kelly, 1985) . A good example of this is the current conflict between nurse anesthetists and physician anesthesiologists. When such concerns appear in industry, one must be willing to challenge them.
MULTIHOSPITAL CHAINS
As independent, nonprofit hospitals falter in this environment of cost containment, investor owned, forprofit and non-profit chains are growing. In 1985, 26% of all hospitals belonged to a multi-unit system; by 1990, 80% of all hospitals will have such membership (Johnson, 1986) .
Keen competition is a reality. Organizations that offer the best cost and price packages for buyers will gain the competitive edge. As hospital stays shorten, hospitals are examining opportunities to maximize revenues in other areas. Multihospital organizations are becoming total care systems, developing specialty hospitals, home health agencies, long term care facilities, hospice care, minor emergency care centers, and primary care centers (Krampitz, 1985) .
Health care is a business. It is a service for sale. Hospitals are being reconceptualized. They now speak of product lines, market share, buyer preferences, target markets, profit and loss analysis, and portfolio analysis. "Physician bonding" is a new phrase describing hospital efforts to increase market share. Translated, it means getting physicians to admit clients to a particular hospital.
ALTERNATIVE APPROACHES TO
HEALTH CARE Corporations have become major players in developing alternative approaches to health care. The automobile industry was among the first to deal with rising costs when, in 1983, health care benefits added $300 to the cost of every vehicle produced in the U.S. (Shelton, 1985) . Union leadership and American workers are joining together with employers in cost reduction programs such as Political savvy and effectiveness are rapidly becoming indispensable nursing skills.
ambulatory surgery, preadmission certification, higher deductible and copayments, alternative delivery systems, and health maintenance and promotion programs (Smith, 1985) . Because clients are being discharged from hospitals sooner, the locus of health care is shifting to the community. Home care is a booming industry. Now high tech therapies never before thought possible are being administered in homes.
In the next 5 years a 15% annual growth rate in home respiratory therapy and a 30% annual growth rate in home kidney dialysis is predicted ("Ten Trends," 1986). Intravenous therapy, chemotherapy, and hyperalimentation are becoming commonplace. As we move into the next century, nurses in home and long term care settings will increase by up to 300% (National Association for Home Care, 1986).
Increasing health care costs have spawned a number of alternative approaches to providing health care. Health Maintenance Organizations (HMOs) and Preferred Provider Organizations (PPOs) are two better known options. In 1973 about 3.6 million Americans were HMO subscribers. Enrollment is expected to reach 40 million by 1990 and 50 million by 1993 (Punch, 1984) . Due to high costs, many organizations and industries are establishing self funded health insurance plans. Other alternative approaches include hospices, outpatient centers, diagnostic centers, emergicenters, and surgicenters.
Nurses need to begin conceptualizing alternative ways of providing health services. Nurse entrepreneurial activity is increasing, as documented by the increasing Miller body of literature in this area. One exciting activity in this area is separating nursing costs from hospital charges (Fagin, 1986; Urquhart, 1986) so that an appropriate price tag can be placed on what nursing has to offer.
Nursing/health services in some companies are now provided by contract. If this trend continues, it is far better to have these models developed and financed by nurses than by others who will subsequently hire nurses as their labor force. Fagin (1986) urges nurses to capitalize on the opportunities in this changing marketplace or other providers surely will.
THE CHANGING WORKPLACE
The baby boomers were followed by a baby bust which began in 1965 and continued until 1976. During this time the fertility rate fell from 96.6 births per 1,000 to 65.8. Since then the U.S. Census Bureau (1989) reports a modest upturn in births which is expected to continue for the next few years. The birth rates now hover between 1.8 and 2, down from 2.5 in 1965.
This will result in a shortage of workers. Industry needs workershuman capital is increasingly a more important resource for industry than financial capital.
Occupational health nurses need to know about the corporation of the future if they are to be successful. Aburdene and Naisbitt (Hostetler, 1986) describe the re-invented corporation. With the baby bust, the US will have 6 million fewer teenagers in 1990 than in 1980. Companies wanting to attract these workers will need to provide a nourishing environment. Talented people make a company grow and be competitive. In an information society a premium is placed on workers who are knowledgeable and creative. Entrepreneurism, intuition, and vision are highly valued.
The new worker is a woman. In the past 15 years, 66% of the new jobs created by the economy have been filled by women. The workplace of the future must blend feminine values and concerns with masculine ones. Women have been the prime movers for day care, permanent part time, flextime, cafeteria benefits, and job sharing. The new worker values quality of life at work as more important than simply having a job (Williamson, 1987) .
Occupational health nurses will need to learn to thrive in this environment. They must master information management and technology. New technology brings attendant human needs and seeing human needs is what nurses do best. With new technology comes the need to maintain a safe environment, minimize physical hazards, recognize and control chemical contaminants, and focus increasingly on ergonomics. Nurses must recognize these and plan appropriate interventions.
Occupational health nurses have an important role in health promotion and health care cost containment. Characteristically nurses function within the financial constraints assigned them by management. This will continue until nurses fully understand how health care services are financed and develop safe, high quality nursing care models of providing services. It is important to learn the language of those in industry who make the financial decisions affecting nursing practice and to learn the rules by which they operate to influence those decisions.
Client education is in the domain of professional nursing. No one is better prepared than nurses to do this. Nurses understand the functioning of the human body, how to maintain peak performance, and prevent disease. And, in the face of chronic disease, nurses have the expertise to monitor treatment protocols and assist workers to live as comfortably as possible within the confines of disease.
The value of occupational health nursing care must be documented to industry leaders and executives. Research that demonstrates the effectiveness of the services is critical. Some of these might be preventive health teaching programs which reduce absenteeism; or drug, alcohol, diabetic, hypertension, and stress reduction programs with a demonstrable effect on workers' health. Accurate records and pertinent data collection are key. A doctorally prepared nurse or a statistician may be enlisted to help design studies and accurately interpret findings. These findings can then be used to educate industry executives about the differences nursing care makes over time.
ETHICAL CONCERNS
Ethical issues have always been a concern, but today the public is more aware, better informed and more outspoken on these issues.
The right to health care, the topic of the early 1980s, has been replaced by talk about the emergence of a twotiered health care system-one tier of adequate care for those who can pay and another of limited care for those who cannot. The first tier markets to people with insurance and they are called "guests." The other tier is for people without insurance, who are called "indigents." Tiering results in disenfranchisement of the unemployed, the under-or noninsured, the vulnerable elderly, and the disabled (Johnson, 1986) .
Many other ethical issues and questions are being raised about the proper balance between limited financial resources, human needs, and developing biomedical technology. While the questions are easy and will increase, the answers are exceedingly difficult.
BIOMEDICAL TECHNOLOGY
This burgeoning force alone consumes volumes which must be limited to a few observations here. The computer has truly revolutionized life. Artificial intelligence is on the horizon. It is an attempt to create computers "that can themselves use knowledge bases, can 'see' (sense) and create as well as reproduce images, can 'recognize' print and voice sounds, can 'understand' and 'reason'" (Milio, 1986) . It is an attempt to simulate an expert clinician and to help solve diagnostic and therapeutic problems.
Another technological advance will be the ability to link epidemiological and environmental data which will show causal links to disease and speed early detection and intervention. Other advances include a health record card with a microchip which contains pertinent health history.
Another forecast has people monitoring their own health and illness through a device on the wrist. This device will detect and treat with implanted devices such conditions as adverse glucose levels. It will contain general and personalized information packages for self care, reminders for daily treatments, and integrated dietexercise-stress reduction advice (Milio, 1986) .
NURSING SHORTAGE
Who would have predicted it? In 1985, 6.3% of the registered nurse positions in hospitals were vacant. By 1986, that percentage increased to 13.6% (Moccia, 1987) . The last national nursing shortage occurred in 1979, and just a few years ago an excess supply of nurses existed. Some societal changes occur at such a rapid rate that it is impossible to foresee them, let alone project their impact.
This shortage is different, however. The final report prepared by the Federal Commission on Nursing, (1988) an advisory panel established by Secretary of Health and Human Services Otis Bowen, M. D., found that the demand for nurses has been increasing due to cutbacks in the non-RN hospital work force, shorter lengths of stay, technological advancements, and the level of illness of clients in health care settings.
Between 1978 and 1987, enrollments in all basic RN programs declined 23.6% (NLN, 1988) . The number of new nurses graduating annually is predicted to fall from a high of 82,700 in 1985 to 68,700 or lower by 1995 (Aiken, 1988) . Some causes include the smaller number of 18year old cohort, decreasing interest in nursing due to expanding career opportunities for women in other careers, salary compression of experienced staff nurses, and the realization that the baccalaureate degree does not provide an economic return as it does in other fields (Aiken, 1988) .
Many viable solutions to the shortage are being offered, such as improving wage and benefit packages and changing the nature of nurses' work. Nonnursing groups also are offering solutions. The American Medical Association (AMA) wants to create a new health care worker, the Registered Care Technologist (RCT). The RCT will be a bedside caregiver whose supervisor, physician or nurse, has not yet been defined. The use of the RCT will affect not only hospital nurses; with the growth in community demand for nursing services, the RCT may soon be seen as support personnel for nurses in all work settings, including occupational health.
If a bright side exists, it is that nursing organizations are joining together to address the nursing shortage and oppose the AMA proposal. The AMA may have unwittingly provided a rallying point for nurses which heretofore did not exist. Too long nursing has let internal professional conflicts, chiefly the issue of the educational preparation of nurses, divide. Now nursing must aggressively deal with a larger issue affecting the profession.
Occupational health nurses should become involved in this issue. It is not safe to assume insulation in industry. Occupational health nurses are part of the health care system, and what affects one portion of a system has repercussions on the others. If the AMA is successful in establishing the RC'f, some day this worker may be added to occupational health staffs in a cost cutting, efficiency enhancing disguise.
OVERSUPPLY OF PHYSICIANS
Information about physician supply is mixed, but most sources point to an oversupply. An undersupply presents a favorable environment for the greater utilization of nurses. However an oversupply will create greater turf battles among physicians, nurses, and other allied health care professionals (Andreoli, 1985; Blendon, 1986; Schloss, 1988 ).
If occupational health nurses have their own vision of where they want to be in the future, they will get there. Krampitz (1985) and Detmer (1986) predict that as physicians increase in numbers, they will turn their attention to industrial medicine. Physicians will begin to market more nontraditional services and products such as health maintenance, preventive care, and counseling. They may be expected to protect and expand their own practice while limiting nursing practice. More than ever, nurses need to clearly demonstrate their worth to industry.
ADDITIONAL NURSING
IMPLICATIONS Additional nursing implications may be drawn from these social, economic, and political forces.
Nursing Autonomy
A growing number of nurses are establishing businesses of their own, such as independent practices, wellness institutes, home care agencies, supplemental staffing services, and consulting firms ("Ten Trends," 1986).
Nursing care increasingly is being provided by contract with nurse owned and managed corporations. This may well be a form of nursing service which will be provided in occupational health. Third party reimbursement for nurses would certainly foster this trend.
Use of the nursing process and nursing diagnosis provides a common problem solving framework for Miller nurses in all clinical settings. More importantly, nursing's unique contributions to health care are documented.
Lastly, in the area of autonomy, increasing turf battles between nurses and other professionals may be expected. Traditionally, nursing has measured itself against a laundry list of characteristics of a profession, such as whether a body of knowledge exists, whether advanced educational preparation is required, etc. DeSantis (1982) offered an alternative. Based on the medical model, she urged nurses to establish and maintain a monopoly over the particular area of work in which nursing alone possesses expertise-earve out its piece of the pie and refuse to let others encroach on its territory.
Political Skills
Nurses need to become comfortable in the political arena. Political savvy and effectiveness are rapidly becoming indispensable nursing skills. According to Andreoli (1985) , "nurses must learn to influence the political machinery, become politically assertive, and influence, develop, and implement health policy." Political action extends beyond the legislative arena. Nursing should move into every aspect of community affairs. Nurses should participate in powerful circles, that is, become department/division heads, business leaders, and heads of corporations, hospitals and colleges.
Nursing Education
The appropriate entry level educational preparation is still a vexing problem today. The issue keeps nursing fighting internally, leaving less energy to address more important issues.
An effort is being made by the University of Utah, through a grant by the National Institute of Occupational Safety and Health, to integrate occupational safety and health into the undergraduate nursing curriculum. This effort is laudable. Baccalaureate education should open many practice areas to students in addition to the hospital.
